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CASE REPORT
Lipomas of the esophagus are extremely rare be-
nign tumors with an overall incidence of only
0.4%.1 Akiyama et al’s study indicates that, in
adults, most esophageal lipomas are pedunculated
and located in the cervical esophagus.2 Caceres
et al found that the leading clinical presentations of
esophageal polyps included dysphagia, mass re-
gurgitation and sensation of lump in the throat.3
Although it is pathologically benign, a large eso-
phageal lipoma can cause various symptoms in-
cluding asphyxia secondary to airway compression
as the tumor is regurgitated, and advanced inter-
ventions are therefore indicated.4,5 We present a
patient who suffered from an esophageal lipoma
with symptoms of dysphagia and who had the
sensation of a lump in the throat, which caused
him to choke easily. We also discuss the associated
diagnosis and treatment of large pedunculated
lipoma of the esophagus.
Case Report
A 67-year-old man was hospitalized with progres-
sive dysphagia, persistent sensation of lump in
the throat and choking easily. Five years ago, he
had suffered from diffuse large B cell gastric lym-
phoma and received total gastrectomy with post-
operative chemotherapy. Thereafter, he received
regular follow-up. Three months previously, pro-
gressive dysphagia accompanied by persistent sen-
sation of lump in the throat and choking easily
was noted. On recent follow-up, an intraluminal
polypoid mass with a smooth surface in the middle
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esophagus was shown on esophagography (Figure
1). A submucosal tumor, 11 cm in length, elon-
gated from the upper to middle third esophagus,
which is compatible with submucosal or intralu-
minal esophageal lipoma (Figure 2), was found
on computed tomography (CT). Upper gastro-
intestinal endoscopy revealed an intact mucous
polypoid tumor mass with a stalk attached to the
posterior esophageal wall, located 23cm away from
the incisors and with its body extending downward
to the middle esophagus (Figure 3). The esoph-
ageal lumen was completely occluded by tumor
compression. Considering the size and location
of the tumor, the risks of airway compression and
bleeding from the vessel-enriched stalk during
endoscopic ligation, a transthoracic approach was
adopted for tumor excision.
Under general anesthesia, the patient was in-
tubated to allow single-lung ventilation. Because
of the uncertainty about the adherent length of
the tumor pedicle attaching to the esophageal wall,
a right chest thoracotomy was done with the right
lung retracted anteriorly to expose the esophagus.
Esophagotomy with tumor excision was then
performed and a chest tube was inserted before
wound closure. Gross examination of the speci-
men showed that this encapsulated yellow-brown
soft mass that measured 9.0 × 4.7 × 2.5 cm was a
lipoma. Mature adipose tissue was confirmed by
histologic examination; neither increased mitotic
activity nor lipoblasts was found (Figure 4). The
patient had an uneventful postoperative course
with dramatic improvement of symptoms after
surgery. He was discharged 1 week later after toler-
ating a general diet.
Discussion
Esophageal lipoma is extremely rare, with only a
few reported cases;1,6 its overall incidence is only
0.4%.1 In fact, according Moersch and Harrington’s
Figure 1. Esophagography performed under fluoroscopy
reveals an intraluminal polypoid tumor in the upper and
middle esophagus. The stalk originated from the cervical
esophagus.
Figure 3. Panendoscopy shows one intraluminal polypoid
tumor with pedunculated stalk in the middle third esophagus.
Figure 2. Computed tomography (CT) of the thorax per-
formed with a 16-slice CT scanner. The reconstructed CT
image reveals one submucosal tumor of the esophagus
with fat density, elongated about 11 cm, compatible with
esophageal submucosal lipoma.
study, only 44 benign esophageal tumors were
identified in 7459 autopsies performed in the
Mayo Clinic, and only two of those benign tumors
were pedunculated.7 In addition, a recent study
that reviewed 110 reported cases of large pedun-
culated polyps (> 5 cm) showed that they origi-
nated in the esophagus and hypopharynx, and that
among all hypopharyngeal and esophageal polyps,
lipomas comprised 17% while the rest included
fibroma, adenoma, hemangioma and leiomy-
oma.3 Most reported esophageal lipomas origi-
nated from undifferentiated mesenchymal cells in
the submucosal layer and were therefore regarded
as esophageal stromal tumors by pathologists.8
Esophageal lipoma has a predilection to arise
from the upper third of the esophagus and can
be pedunculated or sessile; according to previous
reports, most cases in adults were esophageal lipo-
mas.9 Preoperative diagnosis can be confirmed
by CT, magnetic resonance imaging (MRI) and
endoscopic ultrasonography. When either CT or
MRI was used, the diagnosis in all patients could
be confirmed; MRI can more exactly show the lo-
calization of the intraluminal tumor mass, with
less exposure of the patient to ionizing radiation.10
Surgical excision of esophageal lipoma is indicated
when either symptomatic or biological behavior
is unclear. Although both endoscopic and surgi-
cal approaches have been described with good
outcomes, the choice of intervention should be
considered carefully depending on tumor size,
location of the attachment of the stalk and tumor
body, risk of airway impingement during per-
formance of the procedures and the content of
vessels within the pedicle. Although a minimally
invasive approach with endoscopic ligation can
reduce the length of hospital stay, postoperative
wound tenderness and pulmonary complications
associated with open surgery (such as pulmonary
atelectasis, dystelectasis, pleural effusion),11 the
surgical approach is safer than the endoscopic
approach in patients with a high risk of bleeding
during transection of a stalk containing large-
caliber vessels. The open surgical approach also
provides operators with a better visual operating
field and enables better control for managing
large tumors. Among the surgical approaches, tran-
soral,5 transcervical2 and transthoracic, which
approach to use will depend on tumor size, the
location of the intraluminal mass and the attach-
ment of its stalk to the esophageal wall, the risk
of airway impingement during surgery and the
risk of bleeding on ligation of the vessels in the
pedicle. The safe and efficacious use of transgas-
tric laparoscopic resection was first described by
Weigel et al for a large esophageal pedunculated
tumor over the lower third esophagus.9 No mat-
ter which method is used for esophageal lipoma,
the overall rate of malignant transformation and
rate of recurrence is low.
In this case, due to the large size of the lipoma
with its body located in the thoracic esophagus
and the uncertainty about the length of adher-
ence with which the tumor pedicle attached to
the esophageal wall, the tumor was excised via a
right transthoracic approach with esophagotomy.
The patient was discharged from hospital 1 week
after the operation without any pulmonary com-
plications or esophageal leakage. There was no
recurrence over a postoperative follow-up period
of 6 months.
In conclusion, either CT or MRI can confirm
the diagnosis of intraluminal esophageal lipoma,
but MRI can provide better information for lo-
calization. The intervention to be used for the re-
moval of esophageal lipoma should be carefully
considered on the basis of tumor size, location, and
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Figure 4. Histologic examination demonstrates mature 
adipose tissue. Neither increased mitotic activity nor
lipoblasts was found.
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what blood vessels are in the pedicle. Although
the pulmonary complications associated with open
surgery can be avoided by an endoscopic approach,
open surgery can provide operators with a better
visual operating field and prevent bleeding caused
by endoscopic transection of the vessel-enriched
pedicle.
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